We report a 75-year old patient, presenting with acute abdomen and hemorrhagic shock. He provided history of right hemihepatectomy performed 5 years ago, for ruptured hepatocellular carcinoma on a background of Hepatitis B virus associated liver cirrhosis. A computerized tomography scan showed 5 cm-sized mass exophytic lesion, in the small bowel with haemoperitoneum. An emergency laparotomy and small bowel resection, with primary anastomosis was performed. Histology showed Hep Par 1 stain reactive cells, on the serosal surface of the small bowel. A final diagnosis of metastatic hepatocellular carcinoma was made. (Ann Hepatobiliary Pancreat Surg 2018;22:416-418)
INTRODUCTION
Metastasis of hepatocellular carcinoma (HCC) to the gastrointestinal tract, is rare with an incidence of 4-12% in autopsy series. 1 Gastrointestinal metastasis can present electively as abdominal pain, vomiting, and stool occult blood positive or emergently, as bleeding from the gastrointestinal tract. 2 Extraluminal bleeding presenting with hemoperitoneum is rare and unreported, on a background of prior history of rupture with long-term survivorship. We report the first case of HCC metastasis to the ileum, presenting with acute haemoperitoneum and haemorrhagic shock. firmed presence of hepatocytes (Fig. 2, 3 uncommon. Within the gastrointestinal tract, the most common site of metastasis is the stomach, followed by duodenum and colon. 4 Gastrointestinal tract bleeding from HCC metastasis, has been described in the upper and lower gastrointestinal tract, and can present as occult or frank intraluminal bleeding. 5, 6 However intra-peritoneal rupture of HCC metastasis to the ileum, causing acute hemoperitoneum with shock, is the first to be reported in literature.
Various mechanisms of HCC metastasis, to the gastrointestinal tract have been proposed: direct invasion from a contiguous HCC, hematogenous metastasis and peritoneal seeding. 4 In our case, the most likely route of metastasis, was via peritoneal seeding following previous rupture. This is supported by the fact that tumor recurrence, was on the serosal surface of the ileum, as seen intraoperatively and from histopathological examination.
Our patient developed rib metastasis at follow up after laparotomy, and it is possible that repeat rupture, has made patient vulnerable for hematogenous dissemination and rib metastasis.
In the largest case series published on metastatic HCC to the gastrointestinal tract, interval of metastasis from initial diagnosis of HCC was up to 24.3 months. 7 Our patient had an unusual late presentation of recurrence, given his index presentation as rupture was 5 years ago. It is interesting that despite 6 monthly transabdominal ultrasound scans, and alpha-fetoprotein surveillance, the tumor was undetected. This highlights the fact that clinical examination of abdomen is equally important, to detect abdominal mass, and focused liver ultrasound can miss distant lesions. A high index of suspicion is required, in a patient with previously diagnosed HCC who presents to the emergency room with acute abdomen. Metastatic HCC patients can benefit from palliative surgery, in appropriate context as highlighted in our report.
